The Acute Abdomen ABDOMINAL pain which persists for as much as six hours in patients previously well is apt to be caused by disease requiring the services of a surgeon.
The peritoneal cavity contains a large number of organs, each being susceptible to many types of disease. Thus the total number of possible surgical lesions occurring within the peritoneal cavity is high indeed.
In the development of a diagnosis, emphasis is placed on the history elicited and on the results of a thorough and systematic examination of the abdomen and adjacent orifices. Such information is then supplemented by appropriate laboratory examinations.
Age and Its Significance Pyloric obstruction is apt to occur at the age of four to five weeks, usually in the male. Intussusception occurs most commonly in infants two years of age or younger. Pancreatitis is a disease of middle age, while colonic obstruction, secondary to neoplasm, occurs after the age of 50.
It is to be understood that these are broad rules which apply most of the time, but by no means all of the time. Cancer of the colon, for instance, may produce intestinal obstruction in early adult life although this is not common.
Suddenness of Onset of Symptoms
Perforated ulcer of the stomach or duodenum and acute pancreatitis may cause the patient to faint or collapse. Intestinal obstruction, in many instances, is associated with a combination of symptoms which develop gradually -strangulation of the gut with acute, severe pain.
The parietal peritoneum is enervated by terminal components of the spinal nerves. Pain produced by stimuli acting upon the parietal peritoneum is usually of a high order and is well localized by the patient.
If the peritoneal cavity is suddenly bathed with gastric contents as a result of gastric perforation, the patient may say that the pain was felt "all over" from the onset. On careful questioning, however, it will usually be ascertained that the maximum pain is located in the upper abdomen.
Character of Pain
The exceedingly severe pain of acute pancreatitis is distinct from the burning pain of a duodenal ulcer. The constricting pain of biliary colic, with radiation to the region of the scapula and right shoulder, is not to be confused with pain in the flank, radiating to the testicle, in the patient with renal stone.
Vomiting Vomiting is a common manifestation of intraabdominal disease. In general, vomiting is produced (1) indirectly by reflex nervous mechanisms, or (2) by regurgitation of intestinal content as a result of intestinal stasis produced either by ileus or by mechanical obstruction of the gut.
The character of the vomiting may yield valuable information as to the cause of the disturbance. It is important to recognize either the presence or absence of blood, bile, foreign material, and fecal residue.
In the development of the history, attention should be directed to the menstrual cycle since pain occurring with menstruation in a woman not ordinarily affiicted with such discomfort may suggest tubal pregnancy or rupture.
Examination of the Patient
It is important to observe the general appearance of the patient, especially the face. The pale, sweating face, with a painful expression, suggests serious disease associated, in all probability, with shock -perhaps shock due to peritonitis or internal hemorrhage.
Attitude in Bed
The patient suffering with colic, biliary, intestinal, or renal disease is restless, while the patient with peritonitis is reluctant to move. In the latter case, the knees may be drawn up to diminish intra-abdominal tension.
Pulse
The rate and amplitude of the pulse should be determined and followed with regularity, but the information obtained may be deceptive. Serious surgical disease may exist within the peritoneal cavity in the face of a regular, slow pulse of good quality. Spreading peritonitis and rapid internal bleeding however, are likely to be accompanied by a hurried and feeble pulse.
Temperature
High fever is unusual in the early stages of acute abdominal disease; when present, it incriminates the kidneys or the lungs as the focus of infection. Fever, of at least moderate dimension, is commonly present later in the course of the disease. In case of serious peritonitis, the temperature may range from 103°to 105°.
It is to be remembered that children develop high fever in response to abdominal disease out of proportion to that produced in the adult. In aged individuals, fever may be absent in spite of serious intraperitoneal infection.
Abdominal Pain
It is vital to ascertain the point at which abdominal pain developed, whether it has migrated, and the location of maximum pain at the time of physical examination.
Inspection of the abdomen may reveal generalized abdominal distension or a localized swelling. Diffuse abdominal distension suggests the presence of mechanical intestinal obstruction, with or without peritonitis, or ascites. A localized swelling suggests an inBamatory mass, a tumor, or an external hernia. It is essential that all hernial orifices be carefully examined, especially the femoral canal in overweight patients.
Detection of Abdominal Tenderness
It is most important to determine whether abdominal tenderness is present and, if present, the point of maximum tenderness. Unless this determination is reached with accuracy, a definitive diagnosis is not apt to be made. The examination requires patience, especially if the entire abdominal cavity is tender. If pain is elicited by direct pressure, an effort should be made to determine the presence or absence of rebound tenderness.
Muscular Rigidity
Intraperitoneal disease may be associated with exaggerated contraction of the muscles of the abdominal wall. In certain circumstances, the muscular contractions are continuous and intense, giving rise to the so-called board-like abdomen (hard, unyielding rigidity of the abdominal wall). Such rigidity is produced by a powerful peritoneal irritant such as a perforated ulcer with the release of gastric contents.
Muscular rigidity may be absent in the presence of disease requiring the services of a surgeon. Muscle rigidity may be absent in certain patients with acute appendicitis; it is usually absent in patients with mechanical obstruction of the bowel.
The degree of muscular rigidity is ordinarily dependent upon three variables:
1. The nature of the irritant.
2. The portion of the peritoneum irritatedthe anterior parietal peritoneum is especially sensitive and responds vigorously to irritation; the visceral peritoneum and posterior parietal peritoneum are less sensitive and the response is less intense. 3. The quality of the muscle reflex -in serious intraperitoneal diseases associated with severe toxemia, the muscle may fail to respond to an adequate stimulus.
Pelvic In adult females, a good assessment of the abdomen and its contents is difficult to reach without pelvic examination. In certain relatively rare instance, this examination may be unwise.
Rectal examination in both sexes is an integral part of the abdominal examination as the entire lower pelvis may be explored in this fashion. New growths within the rectum are best detected with the gloved finger. In the male, diseases of the prostate and seminal vesicles may be detected; in the female, afflictions of the internal genitalia are sometimes palpable with a finger in the rectum and the hand on the abdominal wall. Abscesses within the pelvis and on the lateral wall of the pelvis may produce a mass or result in tenderness detectable by this maneuver.
Conclusion
Patients with an acute abdomen, in many instances, have to have certain conditions attenuated before surgery is undertaken. In some cases, surgery is not required. \Vhen it is, the degree of urgency varies. However, in all instances, the best interests of the patient will be served if an accurate diagnosis can be established early in the course of the disease so that appropriate treatment may be initiated early with correspondingly better results.
